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The growth of a personal preference for the direct type of lobectomy operation, based upon the belief that its mortality will be lowered as our knowledge and experience increase, has led me to employ it in the treatment of bronchiectasis involving the entire lung. In Cases If and III shown to-day, and in two additional cases-one still in hospital, and another in which the patient died as a result of an accidental injury to the vagus nerve during removal of the upper lobethe individual lobes have been removed at separate operations, each of the " direct " type. In these cases it was found inadvisable, after mobilization of the lower lobe, to proceed with the removal of the upper lobe at the same sitting, either because of the probability of running an unnecessary risk of shock, or because of uncertainty of the presence of disease in the upper lobe.
In Case IV the entire left lung was removed at one operation, because the absence not only of adhesions but also of any marked fissure differentiating the lobes made it technically easier to adopt this course.
My object in showing these cases of pneumonectomy for unilateral bronchiectasis is twofold. Firstly, the scope and results of the operation are demonstrated.
Secondly, it serves as an opportunity of correcting certain misrepresentations which have appeared recently in the literature. Examination of these cases shows that obvious benefit has been derived from the operation, and there is every reason to expect that this will be permanent. Further. it is shown that while the " indirect'" type of operation, of which Case I is an example, may be followed by a bronchial fistula which is slow or difficult to close, yet the patients in whom it was considered safe to carry out operations of the " direct " type, whether in one or more stages, have neither fistulw nor obvious deformity. History.-Suffered from pain over upper part of sternum during past nine years. Pain brought on by exertion, usually on hills, but also if hurrying on the level; and by emotion, anger, &c. Very severe, feeling like a tight chain round chest, and radiating to right arm, accompanied by numbness in right side of face, which felt stiff. Pain would pass off if he stood still for a while and he could then " carry on". Nitrites relieved the pain, which never occurred when he was at rest.
Nine years previously he had been very ill for seven or eight weeks with severe pain in chest. Had cedema of feet on and off since then, but this would disappear on resting. Breathlessness sometimes present with pain.
Examination.-General condition good, but outlook rather melancholic. Pulse 60. B.P. 120/70. Heart overlaid by emphysema; apex hidden; heart sounds distant but normal. No evidence of congestive heart failure. Giddiness on slight exertion (had collapsed several times in street and been taken to hospitals). Wassermann reaction negative. After walking briskly twice up and down the ward he complained of pain, which was relieved by amyl nitrite in about one minute, but there was marked giddiness and flushing. Brought up wind at end of attack and right arm twitched. Electrocardiogram normal (see fig.) .
Operation (November 14, 1936) .-Differential pressure anesthesia (Dr. P. Ayre). O'Shaugbnessy operation of "cardio-omentopexy" performed. Some difficulty experienced because of the presence of diffuse pleural adhesions. Patient very fit at end of operation, pulse-rate 75 and volume good. Electrocardiograms show steadily increasing left-sided preponderance, which has developed since the operation. B.P. 114/78. X-ray examination, February 6, 1937: diaphragm still inactive.
COMM'ENT.-This case is shown as evidence that the O'Shaughnessy operation can be performed with comparative safety upon elderly subjects suffering from myocardial disorders. It seems clear that the provision by surgical measures of a collateral circulation to the myocardium when that tissue is ischtemic is a therapeutic measure for which there is likely to be an increasing and considerable scope.
Two Cases of Pick's Syndrome.-TERENCE EAST, D.M. I.-Roger K., aged 34, was admitted to hospital in May 1935, with acute pericarditis and moderate congestive failure. The effusion was adsorbed without tapping, the signs of failure cleared up, and the circulation rate returned to normal. At first the electrocardiogram showed small ventricular deflections and flat T waves, which later improved. Fever lasted for five weeks. There was no arthritis and no previous history of rheumatism. Resumed work as a clerk until November 1936. During the autumn the abdomen and feet had become swollen.
On examination.-Ascites present, swollen scrotum, and slight cedema of feet. Moderate cyanosis; external jugular veins much distended. Liver not palpable.
